The case is shown because it is of interest to determine what are the likely seats of recurrent growth after the abdomino-perineal operation.. It also illustrates the possibility of dealing operatively with certain forms of recurrence after excision of the rectum.
By ARTHUR KEITH, M.D., F.R.C.S., F.R.S. PROFESSOR ARTHUR KEITH exhibited a series of preparations, from the War Office Collection of Pathological Specimens, illustrating wounds of the great bowel and rectum, and a series of macerated pelves showing the nature of the bone injuries which accompany wounds of the pelvic viscera. A review of the histories relating to these specimens led him to infer that injury and infection of the pelvic subperitoneal tissue were just as fatal as penetration of the peritoneum and laceration of the bowel. A study of the pelvic specimens also showed, the widespread effects of modern missiles of hiah velocity. In one case in which a bullet passed through the pelvis from side to side, merely grazing the margin of the ischium, the force of the missile had been so diffused that the sacrum was broken transversely at the level of its third vertebra, while in front the pubic ramus was broken on both sides. In such cases the pelvic viscera were bruised and the subperitoneal tissue pervaded by effused blood. An appendix was shown the sole viscus to be injured in a case in which the missile had entered the abdominal cavity.
There is no doubt that as Professor Keith surmises, injuries in this region are frequently followed by infection of the pelvic cellular tissue and are then extremely fatal. For this reason, quite early in the war, many of us realized that it was advisable to perform colostomy for practically all wounds of the rectum irrespective of their severity. The high mortality of rectal wounds was largely due to the fact that they were complicated by wounds involving either the bony pelvic wall, the bladder, the intestines, buttocks, hip joints, &c. It is convenient to classify wounds of the rectum into intraand extraperitoneal, but the combination of the two is nQt infrequent. The treatment of these cases often presents great difficulties. Small intraperitoneal wounds can sometimes be sutured, but even when this is possible, colostomy is advisable. Large lacerated wounds are more commonly met with. They are usually associated with perforations of the small intestine and extensive injury to the pelvic wall. A long operation becomes necessary in order to excise all damaged tissues, perform colostomy, and pack and drain the pelvis. The mortality in these cases is, so high that in some instances an abdomino-perineal excision has been performed in the hope of preventing acute sepsis. Major Gordon Taylor performed this operation twice. In one case the patient did well for nine 'days, but unfortunately lost his life under an anasthetic given to dress the wound. The cases are so desperate that such heroic measures are often justifiable. As regards colostomy, it is often advisable, and indeed necessary, to perform transverse colostomy because of damage to, or effusion of blood into, the pelvic mesocolon. The purely extraperitoneal wounds require very free excision of soft parts, and very liberal drainage of the damaged bowel, in addition to colostomy. In a few favourable cases colostomy can be delayed and only be made use of as a secondary operation if the primary operation of free excision and drainage does not meet the situation. Occasionally in extraperitoneal wounds involving the posterior part of the rectum, delayed primary suture has produced a satisfactory result without colostomy. Whenever this line of treatment is contemplated, a large tube should be passed through the sphincter. Through and through wounds of the buttock usually call for free excision and are often suitable for delayed primary suture. Some of these cases are complicated by injury to the rectum, and unless this is recognized, the treatment of the buttock wound will fail. Perineal wounds involving the anal canal without peritoneal injury should be treated like fistult by free excision and division of the sphincter. In a previous communication to this Section I referred to the remarkable explosive effect which may be produced by a bullet passing across the perinaeum deep to the surface. The skin around the anal margin may be completely torn from the margin of the sphincter round the entire circumference, and the sphincter is then drawn upwards so that at first sight it appears as if the lower part of the anal canal had been shot away. I have seen several of these cases and they closely resemble one another.
